Researchers have documented health disparities for African American and other youth of color in the area of mental health. In accordance with calls for the development of innovative methods for use in reducing these disparities, the purpose of this article is to describe the development of an evidence-based intervention targeting the use of psychiatric clinical care by African American families.The authors summarize current research in the areas of perceived and demonstrated bias in the provision of mental health services, the significance of the problem of low African American participation in psychiatric clinical research and care, and evidence-based approaches to conducting family-oriented research to address adolescent mental illness in this population. This discussion is followed by a description of the development of an intervention to improve familial treatment engagement and plans to test the intervention. The article is provided as a foundation for carefully defined plans to address the unmet mental health needs of depressed African American adolescents within a culturally relevant familial context.
ences in insurance status (Snowden & Thomas, 2000 ; U.S. Department of Health and Human Services, 2001 ). Scholars of color, however, have evaluated the insurance status rationale and reported that insurance status alone fails to account for differences in use patterns between African Americans and White Americans (U.S. Department of Health and Human Services). They suggested instead that issues like bias are a more scientifically viable explanation (Snowden, 2003) . As such issues of bias relate to African American youth, note the previously mentioned findings in which researchers suggested that African American youth are disproportionately treated via punitive services, usually in the juvenile justice sector, for the same types of behavioral problems for which White American youth receive mental health specialty treatment (Breland-Noble, 2004; Westendorp et al., 1986) .
In general, research seems to support the notion that African Americans as a group make less use of psychiatric clinical care than do White Americans. We believe that the primary factors contributing to use patterns include historical barriers, provider-level barriers, and individual barriers (see Breland-Noble, 2004 , for a comprehensive review). Historical factors include a culturally embedded mistrust of the medical profession in general, and the mental health profession specifically, both of which employ limited numbers of African Americans (Jones, Brown, Davis, Jeffries, & Shenoy, 1998; Maultsby, 1982) . In addition, significant numbers of African Americans cite the Tuskegee syphilis experiment as a cause of mistrust for the medical community (Shavers, Lynch, & Burmeister, 2000) . The effect of that experiment appears to be widely recognized by Black Americans (a term encompassing African Americans, Caribbean Blacks, and immigrant Africans), such that even though it ended approximately 30 years ago, many Black Americans remain aware of and are influenced by the experiment (Shavers, Lynch, & Burmeister, 2001) .
Provider-level barriers include concepts like diagnosis bias and treatment bias. The ''Unequal Treatment'' report of 2002 (Smedley, Stith, & Nelson, 2002 ) documents these two biases in detail. In general, the report suggests that ''culture counts'' and that it does so by creating a cultural collision between the culture of the mental health profession and that of African American patients. The end result is that ''the culture of the clinician and the larger healthcare system govern the societal response to a patient with a mental illness'' (Smedley et al., p. 216) . As an example, note Snowden's well-documented work on the disparities between White Americans and African Americans in the diagnosis of schizophrenia and affective disorders. Essentially, Snowden demonstrated that African Americans with symptoms similar to those of White Americans were 1.8 times more likely to be diagnosed with schizophrenia and about half as likely to be diagnosed with an affective disorder (Snowden, 2001 (Snowden, , 2003 .
Individual barriers are the constellation of cultural factors within the African American community that contribute to negative perceptions of the medical and mental health professions. Primary among these factors is the importance of the Black faith community, a construct called John Henryism, and African American perceptions of psychiatric illness and stigma. Regarding perceptions of psychiatric illness, it is safe to say that many African Americans view it as a proscribed subject, with fewer African Americans than White Americans believing in genetic and dysfunctional familial precursors to psychiatric illness. Instead, many African Americans and other people of color attribute emotional and behavioral disturbance to nonpsychiatric factors (e.g., mystical beliefs and spiritual weakness; Cauce et al., 2002; Schnittker, Freese, & Powell, 2000) and choose to employ active coping strategies to address these disturbances. Evidence of such perceptions has been reported in the literature and is evident in popular culture via ethnicity-specific books like 72 Hour Hold (Campbell, 2005) and Lay My Burden Down (Poussaint & Alexander, 2000) .
John Henryism, the Faith Community, and Stigma John Henryism is a construct developed by Sherman James and derived from the African American legend of a steel driver who defeated a mechanical steel drill in a contest and died soon after from exhaustion. The concept of John Henryism, then, is a synonym for protracted physical and psychological effort to overcome obstacles, sometimes to the point of personal detriment (Bonham, Seller, & Neighbors, 2004; Sherman James, personal communication, July 8, 2005) . The construct represents an African American active coping style in response to severe life stressors, which we believe is a contributing factor to limited use of clinical care for psychiatric illness. A strong body of literature on John Henryism points to the idea that the increased risk for hypertension exhibited among segments of the African American population (i.e., poor and working-class individuals) might be attributable to protracted striving against obstacles. Given this idea and its established relationship to perceived discrimination, cardiovascular disease, and stress, it seems reasonable to assume that employment of the John Henryism coping style might prevent African Americans from viewing psychiatric illnesses as necessitating treatment. As such, internalizing psychiatric disorders are to be coped with by working harder to overcome stress and sadness instead of consulting a psychiatrist or psychologist for medication or talk therapy.
The faith community. Investigators have provided solid evidence describing the relationship between the African American faith community and limited use of clinical care for psychiatric illness. In general, this literature suggests that African Americans initially consult a member of the religious community for guidance and interventions regarding behavioral and emotional problems (Blank, Mahmood, Fox, & Guterbock, 2002; Neighbors, 2000) . Often, such consultation is employed in the place of other forms of mental health services, if these types of services are even considered at all. In essence, it is likely that given the present state of our mental health systemFfew service providers of color, limited evidence base for treatments with African Americans, and well-documented disparities in treatmentFAfrican Americans are wisely electing to pursue other means of meeting their families' mental health needs. The utility of the church and clergy as a means of support for African American families dealing with adolescent behavioral and emotional problems is an emerging area of study incorporated into our intervention.
Stigma. With reference to the use of psychiatric clinical care by African American families for youth specifically, investigators suggest that parents are fearful of stigmatization and associated negative consequences for their children. These fears are often rooted in the reality of differential treatment for African American and White American youth with emotional and behavioral problems. African American parents have reported being fearful of their children being mislabeled, mistreated, and possibly taken away from them (McMiller & Weisz, 1996; Pastore, Juszczak, Fisher, & Friedman, 1998; Wu et al., 2001 
Psychosocial Barriers to Participation in Psychiatric Clinical Research
Though we have seen a proliferation of literature in recent years that points to the access-to-care barriers faced by African Americans regarding clinical care (with equivocal results), very little is known about African Americans' perceptions of participation in clinical research. Of the information available, one event is salient and continues to affect African American willingness to participate in clinical research: the Tuskegee syphilis experiment. The Tuskegee syphilis experiment took place between 1932 and 1972 and followed 399 mostly impoverished African American sharecroppers in Macon County, Alabama. The men were denied treatment for syphilis and instead were told by physicians of the United States Public Health Service that they were being treated for ''bad blood'' (Tuskegee Syphilis Study Legacy Committee, 1996) . The study is cited as one of the longest nontherapeutic experiments on human beings in medical history (Heller, 1972) . The effects of this study on African American trust in medical research have been well documented in recent years and provide strong empirical support for the lack of African American participation in medical research.
In 2000, Shavers and colleagues surveyed White Americans and a socioeconomically diverse group of African Americans (n ¼ 179) in the Detroit metropolitan area. They found that 81% of African Americans in the group had knowledge of the Tuskegee study. Further, they determined that knowledge of the Tuskegee study had a direct impact on the amount of trust placed in medical researchers as indicated by 51% of the African American participants in the study. Forty-six percent of African Americans reported that their knowledge of the study would affect future research participation decisions, and of that group, almost half (49%) stated that they would not be willing to participate in future medical research studies. These types of findings have been replicated by other scholars and point to the profound impact of the Tuskegee experiments on African Americans as a whole (Corbie-Smith, Thomas, Williams, & Moody-Ayers, 1999; Freimuth et al., 2001 ).
BRELAND-NOBLE, BELL, & NICOLAS
Other literature points to a variety of commonly held beliefs among African Americans and other Blacks regarding lack of participation in medical research. Some of the cited factors include lack of African American professionals in leadership roles in medical studies (Shavers et al., 2001) ; questions regarding the motives of nonAfrican American clinicians and researchers (Mouton, Harris, Rovi, Solorzano, & Johnson, 1997) ; fears of exploitation (Connell, Shaw, Holmes, & Foster, 2001; CorbieSmith et al., 1999) ; and lack of knowledge about the process of medical research engagement (Corbie-Smith et al., 1999) . Though data exist on the psychosocial barriers to participation in clinical research for African American adults, no published literature currently exists regarding African American adolescent psychosocial barriers to participation in clinical research. Because parents are often the gatekeepers of adolescent participation in research, it is natural to assume that they alone proffer permission for youth participation. Unfortunately, no research exists (of which we are aware) that specifically delineates African American adolescents' role in proffering their own permission for research participation.
Overall, the literature outlines a number of reasons for African American underrepresentation and associated disparities in mental health clinical care and research. In response, former surgeon general David Satcher has called for research to contribute to the broad priority of reducing health disparities in mental health care for diverse youth (U.S. Department of Health and Human Services, 2001). As such, the need for new approaches to meet the needs of youth of color with mental illness seems clear.
During his tenure as surgeon general, Satcher cited adolescent depression as an illness of import. His report Mental Health: Culture, Race and Ethnicity: A Supplement to Mental Health identified a limited research base for children of color and detailed the great risks associated with depressive disorders for African American youth. Other research supports these findings and suggests that depression in youth is associated with increased risk of suicidal behaviors (National Institute of Mental Health, 2003) . Between 1980 and 1995, the suicide rate for African American youth (ages 10-19) increased from 2.1 to 4.5 per 100,000, or 114% (Centers for Disease Control and Prevention, 1998). These ideas suggest the importance of improving strategies for including African American adolescents and families in prevention and intervention studies and in obtaining clinical care. In addition, because of the morbidity and functional impairment associated with adolescent depression, including increased risk of social/interpersonal and academic/cognitive impairment (Centers for Disease Control and Prevention; Kovacs, Goldston, & Gatsonis, 1993) , it follows that improvements in the engagement and treatment of depressed youth constitute an important public health contribution.
CURRENT INTERVENTIONS TO REDUCE BARRIERS TO CLINICAL
CARE AND RESEARCH There is an emerging body of literature regarding interventions to reduce barriers to psychiatric clinical care via school based mechanisms. In a recently published systematic review of this literature, investigators described a body of programs, including a number of promising programs that address the diagnosis and treatment of childhood psychiatric illness. The review identifies key factors related to the successful implementation and maintenance of these programs, primary among which is the inclusion of teachers, parents, and peers (Rones & Hoagwood, 2000) . Unfortu-nately, little mention is made of the racial diversity of the youth included in the samples of the studies reviewed, so although all indications point to the utility of family-based interventions, how such interventions might work across racial groups remains unclear.
Including Family in Culturally Relevant Interventions for African Americans
That the family is the centerpiece helping individuals to establish individual high functioning and emotional well-being is a point of artifact for scholars interested in families of color (McAdoo, 1997; McGoldrick, Giordano, & Pearce, 1996) . This is particularly true for African Americans, for whom the family serves as the focal point for multiple aspects of individual physical and emotional development. Of particular recent interest to investigators is the African American family's role in multiple areas of mental health, including racial socialization, stress coping, educational self-efficacy, self-esteem, and sexual behaviors (Brody et al., 2004; Comer & Woodruff, 1998; Scott, 2004; Stevenson, Reed, Bodison, & Bishop, 1997) . These investigators have provided a sound theoretical framework for, and built rigorous studies (including randomized controlled trials) upon, the idea of the importance of the African American family in ameliorating childhood problems and concerns.
The significance of family-based interventions for the diagnosis and treatment of psychiatric illness, especially with families of color, is also indicated in contemporary research conducted with African Americans in the Chicago area. The Chicago African American Youth Health Behavior Project Youth Project (ABAN AYA) was a randomized controlled trial conducted in 12 Chicago area schools and the communities that encompass the schools. The program consisted of two experimental conditions, both of which included a classroom-based curriculum, with one enhanced by a community intervention component and a control condition. Families were an integral part of the treatment and were included in all aspects of the intervention (i.e., parents were encouraged to review session materials and themes with their children at home). The investigators were keenly aware of the literature focused on treating psychiatric illness and behavioral concerns in African American youth, which indicates the necessity of strengthening family and community ties to ensure the youth's success (Flay, Graumlich, Segawa, Burns, & Holliday, 2004; Hilliard, 1988) . Results of the study specify that theoretically driven and culturally relevant interventions significantly improved a variety of target behaviors for African American males, with the classroom based, family-inclusive intervention generating statistically significant gains over the classroom-only curriculum.
The aforementioned findings regarding African American youth, families, and psychiatric clinical care and research raise a number of concerns, including the impact of a limited evidence base for treating psychiatric illness in youth and perceptions of psychiatric clinical research. In addition, although a growing body of literature exists to address African American participation in psychiatric clinical care, very little specifically addresses the role of the family in engaging African American youth in either clinical care or research participation.
PsychiatricTreatment Engagement: A New Intervention
We developed this psychiatric treatment engagement intervention specifically for depressed African American adolescents and their families. However, we believe that
the utility of the model can be extended to other racial groups and psychiatric illnesses. Stated succinctly, the theory on which the intervention is based builds on the varied relationships that contribute to the identification of, and help-seeking behaviors for, depressed African American adolescents within the context of families. Specifically, the foundation for the intervention comes from four theoretical constructs and practices: (1) the transtheoretical model of change, (2) motivational interviewing, (2) the theory of triadic influence, and (4) the seven field principles.
The transtheoretical model of change and motivational interviewing. The transtheoretical model of change (TMOC) by Prochaska and DiClemente is a behavioral stage change model that consists of five stages: (1) precontemplation: unwillingness to change a problematic behavior; (2) contemplation: consideration of changing behavior; (3) preparation: articulating a proximal change; (4) action: engaging in behavior change; and (5) maintenance: continual monitoring of behavior change activities to avoid relapse (Johnson et al., 1998; Voorhees et al., 1996; Walcott-McQuigg & Prohaska, 2001 ). Success in increasing health promoting behaviors is greatest when interventions are tailored to an individual's stage of change. The stages of change have been applied to African American and other youth to address prevention in teen pregnancy and obesity (Felton, Ott, & Jeter, 2000; Prochaska et al., 1992; Velicer & Prochaska, 1999; Voorhees et al.) .
Motivational interviewing (MI) can be considered an applied version of the TMOC. The four key principles of MI are to (1) express empathy, (2) develop discrepancy, (3) roll with resistance, and (4) support self-efficacy (Martino & Hopfer, 2003) . MI has proved to be efficacious with adults and youth of diverse backgrounds and for multiple disorders and behaviors (Burke, Arkowitz, & Menchola, 2003; Channon, Smith, & Gregory, 2003; Greenstein, Franklin, & McGuffin, 1999; Polcin, Galloway, Palmer, & Mains, 2004; Quick, 2003) . MI has been used with African Americans, specifically in adult diabetes management, smoking cessation, and youth nutrition enhancement. MI is rooted in long-term psychotherapeutic interventions but has been modified for use in short-term modalities like clinical settings with non-help-seeking patients (Rollnick, Heather, & Bell, 1992) . The brief approach concedes that most patients do not come to providers with a preestablished willingness to change their health behaviors. Therefore, clinician advice giving is not always welcome and can be detrimental to the clinician-patient relationship. By accounting for these ideas, the brief MI approach is an ideal framework in which to engage patients in considering health promoting behaviors, including using clinical care.
The theory of triadic influence and the seven field principles. The theory of triadic influence (TTI; Figure 1 ) is a model of behavior change developed by Flay and Petraitis (1994) . The model has five tiers of behavior causes, ranging from proximal to distal to ultimate, and three streams, including six substreams, of influence that flow through the seven tiers (Bell, Flay, & Paikoff, 2002; Flay & Petraitis) . TTI provides an integration of multiple sociological and psychological theories of behavior and behavior change. Because the model is too complex for practical application, Carl Bell and colleagues have developed the seven field principles (Table 1) as an operationalized version of TTI. They believe that these principles are necessary for any successful universal health behavior intervention, particularly one focused on African Americans (Bell & McKay, 2004 TMOC, TTI, and improving African American treatment engagement. Fundamentally, TMOC and TTI are intentional change models; they are based on the idea that individuals decide to change their behaviors. Both models recognize that individuals are integrated into and influenced by the systems with which they interact daily, but TTI suggests that one cannot separate the individual from culture and society and emphasizes the role of society in an individual's decision to change. MI, based on TMOC, and the seven field principles, based on TTI, each provide a mechanism of organizing and orchestrating behavior change. In the context of the proposed intervention, MI provides the tools for use in encouraging behavior change. For example, Miller and Rollnick stated that motivation to change is elicited from the patient and not imposed by the clinician. In this manner, MI reflects the tenet of TMOC, which states that change is intentional on the part of the patient. Similarly, the seven field principles provide culturally specific approaches to encouraging behavior change. For example, in using family-bonding activities in the context of a treatment session, a clinician can positively affect the social normative beliefs of the family and encourage individual behavior change in a safe setting. Stated succinctly, the theories and their mechanisms of action represent an ideal framework for developing a treatment to improve psychiatric treatment engagement among African Americans. The seven field principles in particular are useful for African Americans who culturally value family (U.S. Department of Health and Human Services, 2001) and for whom parents serve as the gatekeepers for adolescent mental health treatment engagement (McMiller & Weisz, 1996) .
The Breland-Noble Motivational Interviewing (BNMI) Intervention Overview and Session Content
The Breland-Noble motivational interviewing intervention (BNMI) focuses on increasing readiness for psychiatric treatment engagement. The entire intervention can be completed in 3 weeks, during which patients complete a 20-minute phone segment and two treatment sessions lasting 75-90 minutes each. We present a description of each session.
BNMI phone segment (20 minutes). A major focus of the phone segment is reducing barriers to engagement using MI and the seven field principles. The specific field principles used are ''rebuilding the village'' by fostering collaborations to support families; ''providing access to health care'' by transporting evidence-based approaches to the community; and ''reestablishing the adult protective shield'' by monitoring interactions with parents regarding their children's well-being. The structure of the phone segment is akin to that of Mary McKay's model (McKay, Stoewe, McCadam, & Gonzales, 1998) . The topics of discussion in the phone segment include clarification of the youth's need for psychiatric care for his or her depression; increasing the adolescent's and families' investment in treatment-engagement behaviors; identifying past experiences with mental health professionals; and, for poorly resourced families, strategizing to overcome any physical barriers to services (i.e., money, transporta-tion). The segment concludes with scheduling for the first in-person appointment. A reminder packet is sent within 24 hours of the phone segment and includes a thank you card, an appointment reminder, and a brief description of the intervention. Families also receive a reminder call the day before the first in-person session.
In-person session 1 (70-80 minutes) and session 2 (80-90 minutes). A central goal of the in-person sessions is reduction of perceptual barriers to engagement using family intervention and MI methods. During these sessions, clinicians spend 40-50 minutes with the depressed adolescent patient to help the adolescent increase awareness of his or her depression, explore personal feelings about the depression, explore whether he or she would like to feel better, and examine the pros and cons of participating in treatment for the depression. The session begins with the administration of a brief stages-of-change measure to provide the clinician with a sense of where the patient falls on the model-of-change continuum. Subsequently, the clinician works collaboratively with the adolescent patient to consider alternatives to problems that emerge. For example, the patient and clinician might engage in an in-depth discussion of the adolescent's main concern in not seeking treatment and the level of commitment to follow through with treatment, and review the results from a brief stages-of-change measure administered at the beginning of the first in-person session. Clinicians might also assign homework to reinforce principles.
Subsequent to the clinician-adolescent session, parents work in collaboration with clinicians in 30-40-minute sessions to gain a better understanding of the definition and course of the depression and the role of mental health professionals, resolve past negative experiences with mental health systems and professionals, and develop skills for use in encouraging treatment engagement for their adolescents. In accordance with the field principles, ''increasing social skills'' and ''increasing self-esteem,'' parents are encouraged to focus on the adolescent's strengths and to avoid statements that indicate a lack of faith in the adolescent's ability to cope. Parents are also asked to realize that treatment-engagement readiness takes time and is a process. Sample projects include bonding, attachment, and connectedness activities to engage parents in discussions with the adolescent on strengthening ties with family and ethnic heritage. Finally, clinicians set the appointment for session 2.
Session 2 consists of a 30-minute adolescent patient session, a 30-minute parent/ guardian session, and a 30-minute joint session. The adolescent session begins with the administration of the same stages-of-change assessment previously administered to track any movement in the stage of change. Any homework from session 1 is reviewed and discussed for patient feedback on the utility (or lack thereof). Clinicians acknowledge and reinforce positive outcomes and strategize with patients on the remediation of less helpful, negative outcomes. Clinicians also attempt to elicit selfmotivational statements to help patients use change talk via a discussion on problem recognition (How has not going to therapy been a problem for you?), concern (How much does not going to therapy concern you?), intent to change (What is happening in your life to make you think change is important now?), and optimism (How likely are you to engage in therapy at this point?).
The parent/guardian session includes a discussion of their and the adolescent's readiness to engage in treatment. They hold discussions necessary to roll with parental resistance to treatment engagement. Clinicians encourage parents to pay positive attention to any of the adolescents' efforts to engage in treatment (e.g., BELL, & NICOLAS / 163 looking for names of therapists on the Internet, asking about what is involved in therapy). Clinicians also continue to use motivational approaches to address ambivalence in the session and readiness to change. For example, clinicians might survey parents to monitor expectations in treatment and to assess whether needs are perceived as being addressed. Parents are also encouraged to take a collaborative problem-solving approach with adolescent patients regarding any treatment interfering behaviors (e.g., refusing homework).
In the joint meeting, the clinician, parents/guardians, and adolescent patient discuss continued progress toward getting treatment for the depression, the translation of any homework into practice, plans for dealing with clinician advice, and any suggestions that the family may have regarding improving the intervention.
Exit interviews. During exit interviews, clinicians administer a consumer satisfaction survey and ask patients and their families about their experiences with and perceptions of the intervention. This includes ratings of perceived benefit and comfort with the program, whether the program would be recommended to others with similar problems, the credibility of the rationale, and similar areas. Clinicians also attempt to obtain information from treatment dropouts regarding their reasons for dropping out. This information will be used in revising the intervention as needed. In this manner, clinicians can use additional consumer input to aid in assessing treatment credibility.
Testing the Intervention
To gather data regarding the efficacy of this intervention, we have developed a systematic means for refining and testing it via a pilot randomized controlled trial (RCT).
Intervention refinement. Though we have provided a framework for the intervention, we have also structured a means of refining the intervention based on the importance of community-based participation in conducting research with African Americans and in accordance with established research in the area of intervention development (Ammerman et al., 2003; Rounsaville, Carroll, & Onken, 2001) . As a guiding body for the research, we have incorporated an advisory board structure into the research agenda. We will enlist African American clergy, school personnel, health care providers, community leaders, and community members to support a community-focused direction for our work. The board will meet quarterly to provide feedback regarding the overall research agenda, the historical relationships between area medical researchers and the African American community, a framework for social and structural issues at the interface of the medical and African American communities, and study results. By operating in this manner, we seek to offer redress for the historical exclusion of African Americans as research partners.
The first stage in refining the proposed intervention is the conduct of focus groups to solicit an in-depth understanding of African Americans' cultural perceptions of barriers to engagement in psychiatric clinical treatment and research. We have decided to employ a qualitative focus group approach to maximize our ability to generate hypotheses in this poorly understood area. As such, we expect to generate a number of systematically derived expected themes that will differ for the adults and youth. The expected themes reflect those previously mentioned, including the lack of African American leadership in clinical research focused on African Americans and the Tuskegee syphilis study. We hope to enroll 80 participants in the focus groups and will FAMILY PROCESS split the focus groups into adult-only and youth-only groups. The purpose of the age specificity is to encourage openness by participants. We have planned to conduct the focus groups in local churches and community centers in accordance with best practices for community-based participatory research (CBPR). The hope is to generate community support for the research by enlisting community members as full partners. At the conclusion of the focus groups, we will analyze all data and incorporate it into the development of the BNMI. Additionally, we have planned to collaboratively disseminate findings in print and via presentations, with advisory board and community collaborators as coauthors.
The focus group data and the seven field principles model will inform development of and modifications to the BNMI and will be subject to further modifications based on our experiences in piloting the intervention, feedback from expert collaborators, and exit interviews with treated patients and families. We will develop a manual for this intervention that will provide guidelines for the implementation of the intervention but will also allow clinicians to tailor the intervention to individual patients as a means of ensuring cultural sensitivity.
Overview of the research plan. We will recruit 40 participants who meet a predetermined set of inclusion criteria (e.g. primary diagnosis of depression, between the ages of 11 and 17, African American, and so on) and assign them to the (experimental) BNMI condition or a wait list control (to account for an expected 20% attrition). Any participants recruited for the study exhibiting high readiness for treatment engagement will go directly into treatment for their depression with clinical staff at one of a predetermined set of locations with culturally competent staff. At the conclusion of the four-session intervention (including the aforementioned three sessions and an inclusion criteria phone screen), those participants exhibiting high readiness on a stages-of-change measure will go on to individual treatment at one of a predetermined set of locations with culturally competent staff.
A control group is included in the research protocol as a measure of the efficacy of the BNMI intervention. Specifically, a wait list control is the group of comparison. The individuals in this arm of the trial must exhibit low readiness for treatment (as measured by the stages-of-change measure) so as to be comparable with the experimental group. These individuals will go directly into clinical treatment, in contrast to the experimental participants, who get the BNMI intervention prior to their depression treatment. By including the wait-list control group, the investigators will have the ability to judge whether attrition from treatment is lower in the new intervention relative to not having the intervention, and whether the new intervention yields more on my primary efficacy measure (i.e., whether the experimental group experiences greater reduction in resistance to change as measured by the stages-of-change measure, as compared with wait-list-controlled participants). Finally, participants will be randomized in groups of 4 to ensure a rough balance in patient flow between conditions. That is, for every 4 participants, 2 will be randomly assigned to the experimental BNMI group, and 2 will be assigned to the wait-list control group. influencing psychiatric treatment engagement by depressed African American adolescents and their families. The main purpose of the associated study is to examine the feasibility of procedures and a treatment manual for potential use in a larger study and to determine estimates of the effects of the intervention over time and the variability of response that can be expected from the intervention. It is hoped that such data will be useful in computing estimates of the needed sample size for a larger efficacy study.
Various methods have been incorporated into the intervention itself and the test of the intervention to address cultural relevance for African American adolescents and families. Specifically, the intervention was designed using theories (i.e., the transtheoretical model of change and the theory of triadic influence) with particular relevance for African Americans, and it incorporates behavioral intervention approaches that also have demonstrated efficacy, utility, and adaptability to African American adolescents and families (i.e., motivational interviewing and the seven field principles). By attending to the aspects of culture deemed important by African AmericansFnamely, striving over obstacles, identifying and attending to individual and family perspectives on their own needs, and using a brief approachFthe intervention seeks to directly address some of the individual and systemic barriers that African Americans face regarding psychiatric treatment engagement. For example, one of the barriers described in an earlier section of this manuscript identified the legitimate concerns of African American parents regarding the mislabeling (i.e., stigmatization) of their children. The proposed intervention seeks to circumvent such apprehensions by directly involving the parents in the treatment at the outset. In other words, parents are provided with an opportunity to collaborate with the clinician as treatment is recommended and initiated, instead of being told at some point after the child has experienced a negative consequence from his or her untreated or misdiagnosed depression.
Additionally, the intervention design incorporates aspects of community-based participatory research specifically to address some of the historical problems associated with African American underrepresentation in clinical research. Examples of these efforts include the incorporation of an advisory board and plans to hold focus group meetings in local communities.
Overall, it is hoped that the intervention to be implemented and tested can serve as a culturally relevant treatment guide for clinicians working with African American families of depressed adolescents and the adolescents themselves.
